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	Name: 

Preferred name:

Date of Birth:

Address:

Tel No: 

Next of Kin:

Contact No:
	Carers Name:

Tel No: 

GP name:

GP address:

GP Tel No:
	Psychiatrist:

Community nurse:

Social worker:

Other:

	Medical history (eg, Epilepsy, diabetes, Spina Bifida).  If epilepsy, describe type of seizure.
	Regular medication:

How medication is taken:



	Current health problems e.g. Heb B,  


	Known Allergies:


	Method of communication:

The best way to give information:

The best time to give information:

Method of expressing pain e.g. shouting crying, grinding teeth:

Any issues for giving consent to treatment e.g. compliance, carers assistance




	Delete if not a problem:  Deaf  / hard of hearing 

                                          Blind / partially sighted

                                          Wheelchair user / Uses hoist / Uses other mobility aids




	Special Dietary needs, such as diabetic, gluten free, soft foods, at risk of choking:



	Eating 


	Drinking


	Keeping safe e.g. bed rails, water temperature, wandering:




	Likes e.g. quiet room, trains:


	Dislikes e.g. blood taken, white coats, noise:


Form completed by……………………………………….Date………………………………PTO

Information relevant to discharge

	Reason for admission: 


	Changes in medication/ medicine prescribed:

	Recommendations made for treatment:


	Dates for follow up appointments:



	Referrals made to:


	Information leaflets given:




Discharge form completed by (please print name):

Position:






Clinical area:

Telephone No:





Date:







